Mental health policy and legislation {#s1}
====================================

Mental health has been attracting increasing attention in the Solomon Islands, with growing support for the adoption of a broad national mental health policy. Following agreement between the Ministry of Health and medical services, and the World Health Organization, a short-term consultant was mobilised from October 2008 to January 2009 to assist with the development of this policy. As part of the intensive consultation process, over 120 individuals were interviewed, including senior national and provincial staff of the Ministry of Health, non-governmental organisations, church leaders and relatives and carers for people with mental disorders. The feedback from a workshop and the consultation process was then incorporated into the national mental health policy.

Mental health legislation {#s2}
=========================

The Mental Treatment Act 1970 consolidated the law relating to people of unsound mind and makes better provision for the care of persons suffering from mental disorders and for their custody, as well as governing the management and control of mental hospitals. There is now an attempt to include community and primary care facilities within the remit of the Act. The Act was amended in 1995 by two external consultants and attempts are now being made for its revision and passage through Parliament. The country's sole consultant psychiatrist (the second author) is responsible for the assessment of persons suffering from mental disorder under the Act.

Mental health services {#s3}
======================

Formal mental health services in the Solomon Islands date back to 1950, when an asylum was established in Honiara, the capital. It was principally a place for custody of anyone considered a danger to society or unable to care for themselves. In 1977, the government built a new 15-bed mental hospital on the grounds of Kilu'ufi Hospital in Auki, Malaita Province. In 1984, 12 new beds were added to accommodate female patients. Like its predecessor, the facility lacked qualified mental health staff and adequate resources.

The current mental health service has both national and provincial arms and has been built up around a small core of trained psychiatric nurses and one psychiatrist.

The national arm {#s4}
----------------

The national arm includes the 20-bed National Psychiatric Unit in Auki and a 4-bed acute care unit at the National Referral Hospital in Honiara. Both facilities also provide outpatient services, but there is little community mental health activity other than general community awareness, although it is acknowledged that families need to be informed and supported if they are to provide continuing care and rehabilitation for patients after discharge.

Recently, a fully functioning community mental health and rehabilitation team was established with the help of the first author, a volunteer under the auspices of the World Health Organization and the Royal College of Psychiatrists (Singh, [@r4]). The main role of the volunteer was to improve the clinical skills of the local psychiatrist and senior nurses in terms of diagnosis, prescribing, psychosocial rehabilitation and psychoeducation with patients and families. Further aims were:

-   to improve their management skills by holding and chairing regular meetings

-   to develop the World Health Organization's model for community mental health services

-   to establish individual care plans

-   to reduce relapse and readmission rates

-   to improve mental health services to local prisons.

The volunteer was able to understand the local language most of the time and only on a few occasions did nursing staff have to be used as interpreters.

The provincial arm {#s5}
------------------

The provincial arm is represented by identified mental health nurses (psychiatric coordinators) in six of the country's nine provinces: Choiseul, Guadalcanal, Ysabel, Makira, Temotu and Western. Acute treatment of severe mental disorder is not available at the primary care level; however, there is a basic continuum of service from acute care at the out-patient clinics to outreach services. The relapse and readmission rates are high, for various reasons, such as non-adherence to medication, intolerable side-effects and lack of aftercare in the community.

Pharmacological interventions {#s6}
-----------------------------

A national therapeutic drug policy/essential list of drugs operates. Only first-generation antipsychotics are available; fluphenazine decanoate depot injection is commonly used. The tricyclic antidepressants are available and sodium valproate is used as a mood stabiliser. The nurses give depot injections to patients in rural areas. All medications are provided free of charge to every patient. A discussion is ongoing over whether to include newer drugs on the essential list of drugs.

Other service providers {#s7}
-----------------------

A discussion is ongoing over ways in which community resources could link with mental health services. Two important resources supplement the formal services: the churches and traditional healers.

### Churches {#s8}

The churches deliver a range of welfare services and psychosocial interventions to women, youths and families, including counselling and community development. Although the churches do link with specialist mental health services, these links are generally poor. The churches have a number of roles and church leaders are also role models. The churches run a trauma support programme that offers assistance to individuals, families and communities suffering from stress and trauma. This programme was further developed following a tsunami in 2007. The churches also try to engage young people, and keep them busy (through youth groups, sports and community programmes such as visiting old people) and away from trouble and antisocial activities such as substance misuse. None of the churches (or indeed other non-government organisations) focuses on providing core mental health services.

### Traditional healers {#s9}

Traditional healing practices vary across the country. They include song and dance, as well as the provision of food and medicine. In many places, such practices are the principal means of mental healthcare, being regarded as essential for cultural and spiritual well-being, while mental health services are the last resort.

Training {#s10}
========

There are few personnel with mental health qualifications within the governmental mental health services. This has come about through limited opportunities for employment and an absence of a specialist tertiary course in the mental health field in the Solomon Islands. Since 1995, 11 psychiatric nurses and one psychiatrist (the current consultant psychiatrist) have been sent overseas for training. Another doctor is currently undergoing postgraduate training in psychiatry in Papua New Guinea. There are no psychiatric subspecialties in the country, so the sole psychiatrist looks after all patients.

Workforce {#s11}
=========

As indicated above, there is an acute shortage of trained psychiatrists (with just one consultant) and mental health nurses. There are no medical schools in the Solomon Islands and there is no local postgraduate training in psychiatric nursing. Students are sent overseas, mostly to Cuba, to do their medical training and most of the nurses are sent to either Papua New Guinea or Fiji. Recently, the sole clinical psychologist resigned and the post was still vacant at the time of writing. The total number of posts in the mental health services is 55; there are seven vacancies at various grades. There is no central record of the number of health workers who have been trained, or when, to guide future education and training in mental health for primary care workers.

Prevalence of mental disorder {#s12}
=============================

Epidemiological data on the prevalence and distribution of mental disorder, alcohol and drug use, and suicide and self-harm are lacking in the Solomon Islands. However, according to the 2006 national disability survey of the 14 403 people with disabilities, 5.3% had a general intellectual disability, 3.5% had dementia, 2.8% had a psychiatric disorder and 3.9% had epilepsy.

Self-harm is a new but growing problem (Finau & Losalo, [@r2]). In 2004 intentional self-poisoning was one of the ten leading causes of death recorded at the National Referral Hospital, Honiara. A review of the accident and emergency department's records from February to October 2008 revealed 77 recorded cases of self-harm and one suicide. From January 2009 to December 2009 there were 142 psychiatric consultations (see [Table 1](#t1){ref-type="table"}).

###### Numbers of out-patient psychiatric consultations at the National Referral Hospital, January--December 2009

                                                                   Number of patients
  ---------------------------------------------------------------- --------------------
  Male (age range 10--76 years, mean 31 years)                     83
  Female (age range 13--80 years, mean 30 years)                   59
  Generalised anxiety disorder/panic/anxiety/somatoform disorder   45
  Stress/adjustment disorder                                       8
  Dementia                                                         3
  Schizophrenia                                                    41
  Depression                                                       24
  Bipolar disorder                                                 2
  Self-harm                                                        3
  Substance misuse                                                 4
  Malaria                                                          1
  Domestic violence                                                1
  Sexual abuse                                                     1
  Epilepsy                                                         5
  Intellectual disability                                          1
  Other                                                            3
  Total                                                            142

There are no culture-bound disorders specific to the Solomon Islands. More widely, in the South Pacific direct expression of dissatisfaction with an elder is constrained and is indirectly expressed in a person becoming *musu* (socially withdrawn); in extreme form the person may become clinically depressed and suicidal.

Publications and research {#s13}
=========================

The Solomon Islands does not have a psychiatric journal and most research work is being done by donor organisations. This research has been on psychosocial aspects of mental problems, in particular in relation to youth, substance misuse, violence and HIV/AIDS. Australian researchers (Blignault *et al*, [@r1]) are looking into the community perception of mental health needs in the Solomon Islands.

Conclusion {#s14}
==========

In the Solomon Islands, mental health services have come a long way in recent years, but the harsh social economic environment is now slowing their development. There is a need to modernise the Mental Treatment Act, to invest more in the recruitment, retention and training of medical staff and to extend mental healthcare beyond cities and urban areas to the villages, where most people live, and to integrate mental health into primary care.
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